Objective: Pediatric emergency department (PED) providers are strategically positioned to identify adolescents with depression. Our objectives were to describe health care providers' perspectives on adolescent depression and the role of depression screening in the PED.
D
epression is the most common mental illness experienced by adolescents with a lifetime prevalence approaching 20% and incidence rates of 2.5% of children and 8.3% of adolescents in the United States. 1Y4 Depression manifests with affective, behavioral, somatic, or a combination of symptoms. 5 Depressed adolescents are more likely to have higher rates of social dysfunction such as school absenteeism and risky health behaviors such as smoking, bingeing, and suicidal ideation. 6 With suboptimal access to primary health care services and the lowest population-based rates of outpatient visits, adolescents rely heavily on emergency departments (ED) for health care. 7Y9 Adolescents seen in EDs have high rates of mental health presentations and comorbidities co-occurring with nonmental health presentations. Of adolescents in the ED, 11% described moderate and 19% described severe depressive symptoms. 10 Thus, ED providers are ideally situated to identify and provide treatment referral for depressed adolescents.
Whether to screen adolescents for depression is a complicated question. Whereas the American Academy of Pediatrics 11 and the American Medical Association 12 recommend screening adolescents for depression, the US Preventive Services Task finds insufficient data to recommend routine screening. 13 Screening initiatives are challenging to implement within the existing health services system. In the ED setting, the competing demands of caring for the acute presentation of adolescents along with limitations of time, training, and resources are significant barriers to ED providers addressing adolescent depression. In addition, screening initiatives may also fail to translate identification into clinical action, focusing on knowledge and attitudes rather than supporting behaviors.
In response to the challenges of screening in the clinical setting, new approaches, such as using computer technologies, have been developed to reduce the time burden of screening processes and facilitate the referral process. Our institution began with the intent of implementing a computerized screening protocol for adolescents. The specific aim of this study was to describe health care providers' perspectives on adolescent depression and the role of depression screening in the pediatric ED (PED) setting to better understand how best to approach the screening process in our setting. In preparation for implementing such a process, we undertook a qualitative study using semistructured interviews with a broad sample of provider stakeholders to gain an insider's perspective on the following: (1) If providers see adolescent depression as an important issue, (2) the role of the ED in identifying depression, (3) the extent to which providers accept computerized ED depression screening, (4) the barriers to screening, and (5) how a screening process should be designed to eliminate or reduce the impact of these barriers.
METHODS

Study Design
This study was a qualitative analysis of semistructured interviews conducted with 41 health care providers from an ORIGINAL ARTICLE Pediatric Emergency Care & Volume 26, Number 2, February 2010 www.pec-online.com urban, academic PED (including PED attending physicians and trainees, social workers, and psychiatrists). The study protocol was approved by the institutional review board, and all participants signed informed consent forms.
Study Setting and Population
Because the purpose of the study was to identify the role of PED providers in screening for adolescent depression and be able to anticipate process issues that would affect implementation, we chose to have a broad sample of stakeholders with variable roles in the implementation of the protocol. Participants included health care providers from the PED, social workers, and psychiatrists in a tertiary care, urban children's hospital. Purposive sampling was conducted to ensure adequate representation from key stakeholder groups. The participants were recruited by email, word of mouth, and phone contacts. For the following discussion, the participants were categorized as trainees (residents rotating through the PED), PED medical staff (fellows or attending physicians), PED nurses, social workers, or psychiatrists.
Study Protocol
Two study personnel (a postdoctoral psychology fellow and a graduate student in psychology) conducted interviews lasting 20 to 30 minutes each. Interview questions were developed by a multidisciplinary team consisting of a PED physician, child psychologists, a primary care physician, and a medical anthropologist. Interviewers were trained and supervised in semistructured interviewing techniques by a medical anthropologist. Providers were recruited for participation via e-mail and phone. Most interviews were conducted after office hours and in private locations (either in the provider's office or in the project office). Each participant received a $25 gift card in compensation for his or her time during the interview.
Measurement
To frame the context of the interview, the providers were initially asked to describe the burden of depression among adolescents and the appropriateness of using ED time to screen adolescents for depression. Then, providers were guided through a semistructured interview regarding their ideas about depression screening (ie, role, comfort, relevant process factors, obstacles, treatment options, patient response, and factors that would facilitate follow-through with suggested referrals). Interviews were audiotaped and professionally transcribed. Deidentified transcripts were checked for accuracy and entered into N6, a software package for qualitative analysis. 14 
Data Analysis
The constant comparative method, in which original themes are compared and revised across cases during the coding process, was used for analysis. 15 Broad codes reflecting provider responses to questions about depression screening and treatment were created. Themes were compared across participant groups to ensure that they were both representative and inclusive of all cases. A multidisciplinary team of investigators from anthropology, psychology, education, and primary care were involved in coding and analyzing the transcripts. Discrepancies in coding were resolved by group consensus. Data were contrasted across the providers' level of training and specialty training based on a priori assumptions that these were potential mediators of respondent attitudes.
RESULTS
Two major domains were examined: (1) provider attitudes about adolescent depression and (2) perceptions about adolescent depression and screening processes in an ED. Codes used to develop themes in the domain of provider attitudes about adolescent depression included the clinical importance, causes, effects, treatment, treatment decision making, role of ED providers, comfort, and barriers to adolescent depression screening. Codes used to develop themes in the domain of perceptions about adolescent depression screening processes included timing, location, personnel, use of computers, processing of screening results, and important characteristics of the screening process. A total of 41 semistructured interviews were conducted with 8 resident physicians, 3 PED fellows, 8 PED attending physicians, 13 PED nurses, 4 social workers, and 5 pediatric psychiatrists.
Do Providers See Adolescent Depression as an Important Issue?
All providers recognized the high prevalence of adolescent depression and its impact on health and described adolescent depression as a moderate-to-large problem that was greatly underrecognized. Trainees in particular considered adolescent depression as a compelling concern, describing the impact of adolescent depression among top issues facing adolescents in the ED setting.
BI think teenagers should be screened because as I said earlier it's a very big prevalent issue and has potential for serious consequences as serious as suicide and if we have an opportunity to intervene at any point in their lives then we should take advantage of that.[
What Is the Role of the ED in Identifying Depression?
Across the groups, the usefulness of detecting occult depression was acknowledged and framed for improving overall health and increasing the efficiency of ED management of adolescents where depression may be the primary problem.
BIpotentially depression could contribute to theirVwhatever disease processes bring them to the Emergency Department too so if certainly if they are having an illness or something like that, being depressed maybe a co-morbidity that may make it difficult to treat that problem.[
Most providers noted concerns that adolescents do not have much interaction with primary care providers, suggesting that the ED is possibly the only point of contact with the health care system. In their decision making regarding depression screening, many providers integrated the knowledge that depressed adolescents often use ED services before life-threatening behaviors.
BI from the statistics, they oftentimes, at least suicidal teenagers, have some contact with a health care profession soon before or attempting or committing suicide, so it's obviously an important intervention in a relatively high risk group.[ Trainees more commonly endorsed universal screening where ED medical staff described identifying depression as more of a targeted intervention of high-risk subgroups or diagnostic testing when signs and symptoms emerge.
What Are the Barriers to Screening Adolescents for Depression in the ED?
What concerns are there about the ED setting? Many respondents expressed ambivalence about the appropriateness of the ED for depression screening. Benefits of the ED setting included exposure to a cross section of high-risk adolescents who may not have other available resources for identifying depression, access to social work resources, and a sense of anonymity that some providers thought may promote disclosure. Concerns about the ED setting included (1) a perceived lack of trust between patient and provider given their newly formed and noncontinuous relationship, (2) a sense of breach of expectations relating to why the patient went to the ED in the first place, (3) privacy issues, (4) a lack of time, (5) a lack of training, (6) the acuity of presenting complaints, and (7) the bustling nature of acute ED care.
BIif they are talking to somebody here in the [ED] it's not people they know, it's not people they've ever met before, it'sVit's kind of like a cold relationship, where I think that they could talk about it more.[ BI don't know if it's the appropriate place to screen them becauseIif they're coming in for something completely unrelated, and their expectation is to get in get out, this could prolong the ER visit and also disrupt the whole family function.[
Are providers comfortable with screening? Providers described a range in comfort levels linked to the level of training, experience, and perceived self-efficacy.
BII'm not so comfortable with it. Like I said, I'm a little scared; I wouldn't even know how to approach a patient to talk to them about these things.[
BSometimes I know that there are issues that I just can't help them with and sometimes I get uncomfortable when I know that those things are involved in their depression. But I think I'm pretty comfortable especially when I know I have resources to offer them.[
How Should an ED-Based Screening Process be Designed to Eliminate or Reduce the Impact of Barriers?
What is the right timing? Most providers commented on the need to establish rapport with the patient before introducing depression screening. Providers emphasized the importance of addressing the acute issue or presenting complaint before initiating depression screening to ensure appropriate medical triaging and to avoid breaching patient and caregiver expectations. The participants noted the importance of assessing the results promptly so that the providers would not be faced with positive screening results when families were ready to leave or had already left the ED.
BIafter maybe the initial HPI and the initial exam to kind ofVat discharge. I mean that would be probably backtracking if you did screen positiveVprobably after the acute medical issues had been addressed, but probably not when the kids on the way out the door.[
All the respondents described the opportunity of using downtime while patients are waiting, either for providers or diagnostic testing.
BIwe have a lot of time that they're captive waiting to be seen by us and so we don't take advantage of that time right now.[
Where should screening occur? All the provider groups noted the importance of assuring confidentiality related to the depression screening. Although waiting rooms were considered, most eventually rejected this location for concerns over adequate privacy. The ED medical staff noted the importance of not disrupting the flow of care when moving patients to other locations so that they could be privately screened. After most providers verbally processed the options of locations, the patient's examination room became the most agreed upon location appropriate for depression screening.
BIas long as they have the privacy to do so I would almost say that parents should not be in the room if possible because then it would give the teenager more privacy to answer questions objectively.[
Who should conduct the screening? All respondent groups took ownership of the screening process. However, differences emerged about how exactly to parse out responsibilities. Trainees and psychiatrists tended to frame the screening process as part of the patient intake process and felt that either nurses or physicians should perform the screening because they would be the ones who would most likely interpret the results. The ED medical staff indicated that any member of the health care team would be the appropriate personnel to conduct depression screening, if depression screening were framed as a health care issue. Nurses uniformly endorsed that they should be the ones to conduct the screening, citing greater patient contact than other providers, good rapport with patients, the feasibility of incorporating screening into their intake process, and concerns with the potential for stigma if screenings were conducted by social workers.
BI thinkIsomeone non-threatening. And so who would a teenager see as non-threatening? Probably not a doctor.
I don't think it needs to be a doctor and I think it might even be better if it's not.[
BI think it could be anybody as long as it was done in kind of a confidential, respectful way.[ What should be done with the information? Providers described how screening results would influence their own care of the patient, with results prompting further questioning to establish the diagnosis of depression. Safety, specifically suicidality and homicidality, assessments were described as critical; decision making is based on the impact of depression on functioning and the potential to harm oneself or others. The respondents suggested that screening results be reported using a tiered system based on severity. While trainees, attending physicians and nurses wanted to be informed of any screening results, and psychiatrists and social workers wanted to be involved only with moderate or severe cases of depression, noting the lack of resources and feasibility to adequately respond to lower levels of depressive symptoms. All the groups emphasized the role of social workers in responding to depressed adolescents given their training to facilitate referrals and knowledge of resources and barriers to access.
BI'm more comfortable with saying, BI'm worried here. Let me get somebody in that knows and can do a full eval.[ I see my job as like knowing when somebody is giving me a warning that I should investigate further and bring in the right people, either in the [ED] or refer them on so they can get that done.[
How should the stigma of depression be avoided? The respondents stressed the importance of assuring that adolescents and their caregivers did not feel singled out by the process. Stigma-reducing formats would include a sensitive introduction to the screening process, a rationale for asking about adolescent depression, and presentations in a nonnegative, nonjudgmental, and nonthreatening manner.
BI think that as long as it is presented as something that we do for everyone then I don't think they'd feel any way about it reallyIbut if they feel like they are being singled out then they wouldIprobably feel less willing to kind of participate.[
What system-level issues play a role? Providers universally endorsed the need for assistance with navigating the health care system and assuring adequacy of follow-up with referrals. This included the ability to make real-time appointments with mental health providers supplemented by resource lists for follow-up and educational materials presented to patients and caregivers describing depression and its treatment.
BBeing able to talk through their concerns, referring them to appropriate therapy and counseling, alerting their primary care doctor to your concern about their depression, making sure that they're not going to harm themselves or somebody else before you let them out, making sure that they're somewhat connected to mental health services before they leave the [ED], which just may be involve contacting social work for further follow up.[ Nurses, social workers, and psychiatrists stressed the importance of parental involvement in the referral decision-making process. All providers were concerned with confidentiality, but ED medical staff noted the complexity of this issue, citing the challenges of dealing with low-risk adolescents who did not want their parents involved. Most felt confident that they could convince a teen of the utility of involving his or her caregivers in the decision-making process.
BIf you have the buy-in from the parents I'm sure that would help but it would be hard toIIt would just be a little built tricky to do that and still be confidential and let the kids be autonomousI[
Most providers suggested the need for procedures for the ED to follow-up the mental health referral, similar to those currently used to address abnormal laboratory results after patients have left the ED. System-level initiatives such as standardized follow-up phone calls to primary care or mental health providers were the most frequently noted means of accomplishing this.
BSo I think either making sure they see their medical doctor within a couple of days to have that person follow them for follow up or getting phone calls from some sort of depression follow up teamI[
Nurses and social workers voiced the most concern over logistical issues and the impact on the already overburdened mental health system. Most providers voiced a particular concern over implementing screening protocols without a developed response for depressed adolescents. Identification without adequate response was commonly cited as more harmful than helpful to affected adolescents. Social workers and psychiatrists reported a sense of despair around available resources, citing poor insurance coverage, especially for lower socio-economic patients, and long waiting lists for outpatient care for depressed adolescents.
BI know that some of the places that we refer kids to right now, they might call and they have to wait a week to be called back for an appointment and sometimes they don't get called back and they really have to be proactive.[
To What Extent Do Providers Accept Computerized ED Depression Screening?
Most providers felt that adolescents would be very comfortable using computers for depression screening and noted that computers would specifically address many of the concerns regarding time management barriers to screening. Most nurses and trainees thought that computers would be an ideal interface for adolescents. Respondents felt that adolescents would find computer screening more private and relate to the format. Nurses reported concerns that noncomputerized, face-to-face depression inquiry may feel confrontational to an adolescent. The ED medical staff noted that computers could improve objectivity and standardize the screening process rather than having providers screen using their own individualized approaches.
BBetter probably than a person, just becauseIthey might be able to feel more secureImore anonymityIthey don't feel like they have to sit down on a one-on-one type issue and have that confrontationI.[
The providers also voiced concerns over the computerbased screening format disengaging them from the patients' interpersonal interactions, affect, and nonverbal cues. The social workers cited concerns over low literacy rates and the potential for loss of personal contact rendering the process detached and uncaring.
BMaybe I'm old school but I sort of think the face to face back and forth dynamic is more revealing or may be more revealing and you can establish a rapport better. The adolescent may feel more comfortable then disclosing pretty personal thoughts and feelings to you as opposed to the computer which is kind of a one-sided conversation.
[
DISCUSSION
This study describes the perspectives of multiple, key stakeholders likely to be involved in a system response to the identification, assessment, and management of adolescent depression in the PED. The PED-based providers demonstrated a clear understanding of the clinical burden of adolescent depression but described complex individual and system-level barriers to addressing the issue.
Before discussing the implications of the findings, several limitations should be considered. In this qualitative study, findings are intended for development of hypotheses rather than associations or causal factors. Providers who agreed to participate may have particular characteristics making them more likely to have extreme views on the topic of adolescent depression screening, but some may have also responded in a socially desirable manner. Providers in our urban, academic PED may have different perceptions regarding their population served and the resources available compared with communitybased ED services, raising significant issues with generalizability. Purposive sampling was used to obtain a diverse group of participants as key stakeholders in the depression screening process. Variations in resource availability between academic and community sites do not limit the value of the data presented. This study was initiated to introduce an innovative screening process into an ED not currently screening for depression. Much of the information in our study applies to the role of the ED in discovering occult depression. The computer-assisted mechanism highlighted in the study is not the only electronic method available to other EDs and could be used on laptop computers, waiting room kiosks, or even paper and pencil applications when necessary.
The results of this study provide perspectives from key stakeholders that suggest mechanisms and processes to facilitate the screening process. A strength of our study was the diversity of perspectives identified. Although not being equal about development and the eventual implementation of clinical screening protocols, the stakeholder perspectives described play a key role in identifying systems and processes that need to be in place when considering adolescent depression screening. During the planning stages of a clinical intervention, it is not necessarily clear who the most important stakeholders for implementation will be, so it is necessary to include as many as possible. Too often, clinical intervention development does not consider the perspectives of the multiple stakeholders involved in the intervention process, resulting in poor uptake and unnecessary process obstacles. 16, 17 Universal rather than targeted screening will likely reduce the associated stigma and would facilitate the introduction. Our data suggest that screening should be performed by nurses in a private area, likely a treatment room, and commence after it is clear to the patient and family that their acute medical problem will be addressed. Screening results should be reviewed by the medical staff, and consultation with social work or psychiatry should be available for cases that are perceived as high-risk for significant psychiatric morbidity or harm to the patient or others. The challenge to the system as a whole is to enhance the response to a need for mental health care referrals from the PED. Finally, most providers endorsed the use of computers to assist with depression screening but considered the lack of interpersonal interaction as a potential barrier to valid or accurate results.
Several patient, professional staff, and institutional barriers can hinder the incorporation of mental health screening as standard medical practice in the PED setting. 18 For example, fear of stigma prevents many adolescents and families from reporting mental illness or seeking treatment. They may resist therapeutic interventions because of a high prevalence of negative associations with mental health diagnoses. 19, 20 Cultural mores can also shape patients' views about mental health problems and treatment-seeking behaviors. 21Y24 The interview results demonstrate that although providers understand the gravity of depression in urban adolescents, they focus on its medicalization and remediation with psychotropic medications. In contrast, the literature suggests that patients and caregivers perceive depression as a socio-emotional construct and do not regard medications as first-line remedies for depression. 25Y27 This disconnect can be a barrier in the communications around this disease and the engagement into therapy after referral. 28 The PEDs also frequently lack established systems and protocols to identify and refer pediatric patients with mental illness. The limited resources of the behavioral health system, particularly for low-income patients, and its poor integration with medical services leave physicians with few referral options. Consequently, many physicians may avoid probing for this information for fear of uncovering problems that the system cannot address.
Our findings related to provider comfort with screening adolescents for depression in the PED are consistent with the screening literature in other settings. 29Y32 These studies find that limited time and resources and inadequate psychiatric training may discourage physicians from assessing mental health issues and prevent them from asking these questions in the ED. 18,33Y37 Responding to these provider concerns is an important first step in designing a program that would be best able to integrate into the flow and culture of the PED. Using computers to screen for adolescent depression has the potential to directly impact the acceptability issues voiced by providers.
Computerized screening can relieve the time burden of initial inquiry, offer a standardized and objective assessment of symptoms, and offer an ideal interface with adolescents that is less stigmatizing and perceived as confidential. Patients will report sensitive information on computer-based assessments, are more likely to ask for health information after the assessment, and remember advice given on how to improve their mental health. 38 Computerized, self-administered screenings result in BI would much rather use the computers or somethingI to do a self assessment, than relying on a lot of different providers to remember to ask the right questions, to do it correctly.[ higher mental illness identification rates compared with physician interview 39 and have the potential to become interactive computer-based prevention models. 40 In summary, adolescent depression is a pervasive and often devastating illness; yet, for a variety of reasons, it may remain undetected by health care professionals. 41, 42 The successful adoption of screening initiatives is a complex process that involves competing disciplinary priorities, an uneven distribution of resources and services and social stigma. When stakeholder perspectives are identified in the design phase, we can maximize intervention acceptability, feasibility, and sustainability of the screening process. Although the variability in provider responses found in this study speaks to the challenges in implementing adolescent mental health screening interventions in the PED, the input of stakeholders is critical to the design and the adoption of screening in a real-world setting.
